The World Health Organisation (WHO) has reported the ever increasing obesity problem, with projections for 2015 suggesting 700 million adults being obese [1] . Despite being a relatively new field, obesity management has seen exciting developments in both surgery and medicine. However, it remains over-looked by most medical school curriculum. With most students destined to work in primary care should we be concerned that a gap in obesity education will result in a future reluctance to offer treatment and/or referral to specialist services?
Studies have found that, despite doctors being aware of the increased health risks associated with obesity and having an interest in the management of the condition, far fewer actually initiate an intervention in their patients [2] . The reasons behind their reluctance are unclear. Attitudes to obesity seem partially to blame. A 1985 study of 100 medical students examined their initial reaction to an obese person: 59% were negative, with the most common response (22%) being disdain or disgust. The students perceived morbidly obese people as 'unpleasant, worthless and bad' [3] . This cohort of students have long since graduated, and, now in practice, it might be expected they would no longer hold such opinions. However, a recent study found 50% of doctors asked viewed their obese patients as 'awkward, unattractive, ugly, and noncompliant' while 30-45% described them as 'weak-willed, sloppy, or lazy' [4] . It would appear that the practice of medicine does not dispel the prejudices of youth. With these attitudes it is perhaps unsurprising that physicians are reluctant to engage in weight loss management with their patients [5] .
Negative physician attitudes and stigma may be a barrier to obesity management, but the problem appears more complex and is exacerbated by an apparent lack of understanding of the aetiology of obesity amongst the medical profession. Most experts in the field support a strong genetic influence in the development of obesity [6] . Nevertheless, medical practitioners from other specialities are more likely to rate behavioural issues as the primary cause. A UK based study examined the beliefs of 89 general practitioners finding them to adhere to a 'victim blaming model' where they suggested both cause and solution to obesity were controllable by the patient [7] .
The lack of understanding of the condition has led to physicians currently practising reporting feeling ill-prepared by their medical training for management of patients with obesity. Fogelman et al recently questioned 510 family physicians and reported that 72% felt ill-prepared to tackle obesity and considered the treatment they offered to be only of limited efficacy [8] . Medical students seem to be encountering similar difficulties. Despite acknowledging that it will be their clinical responsibility to counsel their obese patients, those asked have expressed a lack of satisfaction with the training they have received to tackle this task; Swift et al. [9] indicated that the students' concerns reflect their insufficient knowledge.
The effect of current limited understanding of obesity and negative attitudes to obese patients appears to be a reluctance to treat. Most physicians appear to view intervention as futile; only 22% of physicians asked believed long-term maintenance of weight loss was possible in obese patient groups [4] . Most interventions in primary care appear to be medical advice which Fogelman et al. [8] found in 95% of cases to be increasing physical activity. However, the doctors seemed less keen to explore more radical treatment options. Only 4% recommended using regular anti-obesity drug therapy to their patients, and only 66% knew the indications of these drugs [8] . A separate study reported that only 23% of primary care physicians would recommend a patient for surgical evaluation if they met the criteria, despite it being the most effective longterm management of the condition [4] .
This poor understanding of, and lack of preparation to deal with, the condition is worrying. Virtually all doctors, regardless of speciality, will be encountering obese patients and physicians may be unwilling to discuss weight management with their patients even though obesity counselling is often an important part of management of any obese patient. With the huge impact obesity has on both morbidity, mortality and cost Hall to the healthcare service, it is important that changes are made and that incoming medical practitioners are equipped with the necessary knowledge to tackle this chronic condition.
Dedicated education concerning the development and management of obesity improves student knowledge. Evidence indicates that a surgical rotation with speciality services in bariatric surgery improves students' understanding of the condition compared to time spent with any other surgical speciality [10] . However, it will not be possible for all medical students entering medical school to complete a rotation with the bariatric surgeons and, as obesity is not confined to one clinical speciality, dissemination of information concerning the condition in other contexts needs to be explored.
In the USA the National Heart, Lung, and Blood Institute (NHLBI) produced a working group report on competencies for overweight and obesity identification, prevention, and treatment as well as outlining recommendations for undergraduate, graduate and continuing medical education. The group identified the role of healthcare professionals in health promotion, citing the Institute of Medicine recommendation that prevention of obesity should be encouraged in children by tracking patients' BMI, providing evidence-based counselling, and having the healthcare team act as role models [11] . At an undergraduate level they suggested education on obesity should occur throughout the duration of the medical degree programme by a variety of teaching methods including 'lectures, case studies, small-group discussions, role plays, standardized patients, and problem-based learning across basic-science courses such as biochemistry and clinical training experiences such as ambulatory care rotations', that the education should be multidisciplinary, focusing on both the behavioural and biological aetiology of the condition, and that students should be taught to screen for obesity as part of their routine clerking [12] . These are American recommendations but the approach is equally applicable in European medical education. Currently, positive steps are being taken in UK medical schools to improve student knowledge. These include: the integration of health promotion into the undergraduate course, as this is an ideal arena for students to be provided with the knowledge and skills to tackle the behavioural aspects of obesity [13] ; the provisions of optional topics on obesity available as part of the student-selected components/options in the medical course; and the availability of intercalated BSc programmes incorporating modules on obesity [14] . However, with two of the three steps described being optional rather than core components of the medical degree, greater emphasis needs to be placed on educating all medical students, and this should be reinforced through further training. Those already in practice should be encouraged to address the obesity amongst their patient groups. They should be advised to track patients' BMI to identify those at risk as well as to offer opportunistic lifestyle advice or more pro-active measures of referral to an exercise specialist both of which have been identified as having a positive effect on patient behaviour [15] and being cost-effective in publicly funded healthcare systems such as the UK [16] . Further training regarding the indications for pharmacological and surgical intervention in obese patients should be available, and there should be greater support for clinicians, particularly those in primary care, when initiating pharmacological therapy or referring for surgery.
